Aim: To evaluate the role of HALO-RAR on the surgical management of haemorrhoids by means of pre and post-operative questionnaires. Method: Patients with grade I-IV haemorrhoids suitable for surgical haemorrhoidectomy were enrolled. A standardized questionnaire was given pre and post-operatively (6 weeks and 12 months) to assess satisfaction and symptom severity. The questionnaire was used to calculate a modified Wexner score. 10-day pain diaries were given postoperatively. Result: 53 patients were included. By day 10, 6 (15%) patients had a pain score> 4. Preoperatively, the average modified Wexner score was 2.2. At 12 months it was 1.1. After 6 weeks, 72%, 43% and 94% of patients had improvement in pain, pruritus and bleeding respectively. At 12 months, 55%, 45% and 75% had improvement in pain, pruritus and bleeding respectively. 7 patients had recurrence of haemorrhoids. Conclusion: The majority of the patients felt the core symptoms of pain, pruritus and bleeding were treated successfully. Patients were satisfied with the overall outcome of the procedure. Most patients were discharged on the same day with a low grade of postoperative pain. HALO-RAR seems a safe treatment option with no major peri or post-operative complications. The overall short-term results showed satisfactory symptomatic benefits.
Aim: Royal College of Anaesthetists standards require that poor pain control should occur on <5% patient days. The aim of the study was to determine the incidence of poor pain control in major gastrointestinal surgery. Method: Data was extracted from a database where pain scores are recorded at the point-of-care. Patients undergoing bowel resection, reversal of stoma or creation of stoma in 2011-15 were included. Poor pain control was defined as a pain score of 2 or 3 on a 0-3 pain scale. Result: A total of 1481 patients were included. The initial analgesic strategic was epidural in 692 patients, patient controlled analgesia (PCA) in 601 and oral analgesia alone in 188. Overall 44% experienced early (postoperative days 0-2) poor pain control. Epidural use versus PCA was an independent risk factor for poor pain control (OR 1.59, CI: 1.26-2.02, p < 0.001). Early poor pain control was associated with poor pain control on postoperative days 3-5 (OR 2.76, CI: 2.16-3.53, p < 0.001). Conclusion: Poor pain control following major gastrointestinal surgery is common. This observational study cannot fully account for selection bias which may explain increased poor pain control with epidural use. Novel analgesic strategies are required to improve postoperative analgesia in gastrointestinal surgery. The 2 week wait (WW) referral pathway is not fit for purpose. 54% of referrals do not meet the referral criteria and nationally the pathway has low diagnostic yield of colorectal cancers (7-10%). From March to October 2015, a nurse-led Telephone Assessment Clinic was piloted as an alternative to the traditional 2WW pathway. Process and outcome measures were collected prospectively and compared to a representative sample of 2WW pathway patients from the same unit. 38.5% (n ¼ 240) of all received 2WW referrals (n ¼ 624) were allocated to the TAC. 88% (n ¼ 211) were successfully managed on this pathway. Use of TAC reduced mean time to treatment by 19 days (44 vs 63) and reduced mean time to diagnosis (62 day pathway target) by 25 days (12 vs 37). There were no 62 Day breaches in the TAC cohort compared to 3 breaches in the traditional 2WW pathway. There were 5 cancers detected in the TAC pathway (2%) vs 28 (7%) in the traditional pathway. There will be a significant increase in numbers of patients referred via the 2WW pathway with a planned expansion of criteria. The TAC pathway provides a more efficient alternative to the traditional 2WW pathway. Background: This study aimed to determine whether an association existed between readmission to the same versus different provider after colorectal resection. Method: Retrospective analysis of hospital episode statistic data from the National Health Service. Adults (18+) undergoing elective or emergency resection of colon or rectum for benign or malignant indication were included. Readmission within 30-days of the initial procedure was recorded, and 90-day mortality taken as the primary endpoint.
Result: This study included 448,269 patients, of which 64.3% were elective. 21.6% (99,946) were readmitted at least once, 10.5% of who (10,528) were readmitted to the non-index provider. The overall 90-day mortality was 9.3%, which was significantly higher in non-index (12.8%) versus index (8.9%) providers and which persisted after risk adjustment. Failure to rescue and reoperation were also higher in non-index providers; stoma rates were lower. Conclusion: In the NHS, patients readmitted to non-index providers after major colorectal surgery have higher mortality than those re-admitted to the hospital where their initial operation was performed. Aim: Typically, colorectal cancers metastasise to the lung and liver. Adrenal metastases do occur in colorectal malignancies; however extensive liver and lung metastases are generally present in these cases. Current literature has identified very few cases of solitary adrenal metastasis, with most publications being case based. We aimed to identify the incidence of adrenal lesions picked up on staging investigations for new colorectal cancers at our hospital. Method: All newly diagnosed colorectal cancers between January 2011 and December 2015 were included. Those with adrenal lesions on CT staging were identified and investigation and nature of the lesion documented.
Result: There were 1486 newly diagnosed colorectal cancers over 5 years. 31 patients had adrenal lesions identified on staging CT. 30 of these had an MRI adrenal. The breakdown of adrenal lesions was 29 adenomas, 1 pheochromocytoma and one rapidly enlarging adrenal lesion. It is unclear whether this represents primary adrenal malignancy or colorectal metastases. Conclusion: The incidence of adrenal lesions amongst this cohort of patients is 2%. There were no confirmed colorectal metastases. Our recommendation is that investigation of an adrenal lesion in the absence of metastatic disease elsewhere should not delay the commencement of treatment of a colorectal primary. Aim: NHS hospitals are paid per clinical activity rather than for 'block service', making accurate coding of procedures essential in maintaining financial resources. This retrospective cohort study assesses coding discrepancies at a university teaching hospital. Method: All patients from May 2013 -May 2014 undergoing resection of colorectal cancers were included. Post-procedure coding was compared with that issued by the coding department on discharge. Discrepancies between codes for each case and resultant cost differences were recorded. Result: 66 patients underwent colorectal cancer resection. 8 cases showed major discrepancies between procedure and discharge coding. 9 showed sufficient discrepancies in coding that the cost per procedure was different, totaling approximately £28180, including 4 patients coded correctly at discharge despite incorrect post-procedure coding. Laparoscopic procedures (14/66) are not differentiated in coding at discharge, yet infer an additional instrument cost per procedure, totaling £14770 for these patients. Aim: Traditional incision and drainage of pilonidal abscess is associated with prolonged dressing, slow healing, significant loss of working time and often requires definitive procedure. Encouraged by our initial experience of video-assisted treatment of anal fistulas (VAAFT) and endoscopic pilonidal sinus treatment (EPSiT), we decided to apply the principle, tools & technique, ideated by Piercarlo Meinero to treat pilonidal abscess. The rationale of this technique is the removal of all the infected area and ablation of the cavity under direct vision by an endoscopic approach. Method: We retrospectively analysed data collected from electronic medical records of all patients who underwent Endoscopic Pilonidal Abscess Treatment (EPAT). Primary outcome were recurrence of abscess within 6 weeks' time, operating time and need of definitive surgery. Result: 14 patients were operated on. Median age was 23 years. Median operative time was 46 minutes. All patients were discharged within 24 hours and none of the patients required readmission within 6 weeks of EPAT. Only 28.5% patients required definitive surgery in the elective setting. Conclusion: All patients operated with EPAT did not require further emergency surgery. Based on our results, we can recommend this technique as a superior alternative to traditional approach of incision and drainage.
